
medical Suppliers 
r 

state vendors licensenumber 
or 

State T u  exemption certificate number . 

Youmust attach a copy oflicense youmustattachacopyofcertificate 

Are dispensing aids? No If yes, enter appropriate Numberyou hearing please the License below. 
HearingAid dispensor license number audiologistlicensenumber 

- 4 
Y o u  must attach 8 copy oflicense 

or 
Youmud attach a copy of license. 

physiological Laboratories 
physicians Certification: I certify that (check one): 

0 I own or partiallyown the laboratory facility and employ the operating personnel. 
0 	Iam a part-time employeeor an employee under contract whose responsibilities include checking the procedural and quality 

control manuals, observingthe operator‘s or technician‘s performance, verifyingthat the equipment and personnel meet 
applicable federal, state, andlocal licensure and registration requirements, and assuring that safe operating procedures and 
quality control procedures areused. 


IIPhysician’sName (print) physicians signiture Date d Signaturn (rnmlddtyyyy) 
I I 

. Possess a current unrevoked Number as an independent physiological laboratory.or unsuspended Medicare Provider 

, Be in conformity with all applicable federal, state, and local laws and regulations. 

3. Provide nonradiological services underthe general supervisionof a physician whois certified or meets the requirements and/or 
training in the performance and interpretationof physiological laboratory procedures. 

4. Provide radiological services under the foilowing conditions: 

a) The services are performed under the general supervision of a licensed doctorof medicine or licensed doctor of osteopathy whois 
qualified by advanced training and experiencein the useof x-rays as defined below: . 

i) The physician is certified in radiologyby the American Boardof Radiologyor by the American OsteopathyBoard of Radiology 
or possesses qualifications which are equivalentto those required for such certification; 

ii) The physicianis certified or meets the requirements for certification in a specialtyin which the physician has become qualified 
by experience andlor trainingin the use of x-rays for diagnostic purposes. 

b) All operators of the x-ray equipment must meet the following requirements: 

i) Successful Completion of a programof formal trainingin x-ray technologyofnot less than24 months duration ina school 
approved by the Council onEducation ofthe American MedicalAssociation, or have earneda bachelor of science degreeor 
associate degree in radiology technologyfrom an accredited collegeor university. 

ii) For those whose training was completedprior to July 1, 1966, but on or after July I,1960, successful completion of24 full 
months of training under the direct supervisionof a physician who meets the definition of a qualified physician. 

II,

5. 	Radiology Procedures are conductedin compliance with radiology safety standards which assure that the equipment and the 

Operating procedures used minimize theradiation exposure and hazards in the immediatefor patients, personnel, and other persons
environment. 

i75 

supersedes
,):,Y . J t ? , . . . . L ,  

- ‘I. . . , f ,\’, 

I 



Attachment 4.16-1 
( far  Stale use Only)I 


I I  I I I
I L  I 1  

must attach copies ofail licenses. 	 ambulance/ambuletteapplicantsmust completethe 
section. Providersof ambuletteservices must complete the "Requirementsfor ambulette 
WheelchairVehicle Provider section. 



~ 

Requirements for ambulette/wheelchair Vehicle Provider -1 
All ambulette/wheelchair vehicleproviders must CERTIFY THAT THEY operate vehicles 
which meet the following standards: 

Check appropriate block for each statement. 

YES 0 N O 0  The vehicle is specifically designed to transport oneor more patients sittingin 
wheelchairs and has fasteners to secure the wheelchair tothe floor or side of the 
vehicle to prevent wheelchairmovement. In addition, thevehicle is equipped with 
restraints to secure thepatient in the wheelchair. 

~ -~1 YES 0 NO 0 The vehicleis equipped with a stable access ramp or hydrauliclift 

YES 0 NO 0 The vehicle has provisions for secure storage of removable equipment and passenger 
property in order to prevent projectile injuriesto passengers and driverin the event of 
an accident. 

-
YES 0 NO 0 Each vehicle is equipped with, ata minimum, a fire extinguisher andan emergency 

first-aid kit. 

YES 0 NO 0 The qualifications of each driver comport with local, state, and federal laws and 
regulations. 

YES 0 NO 0 Each driver hasa current card issued as proofof successful completionof the 
"American Red Cross"(orequivalent) basicor communitycourse in first aid. 
You must attacha copy of the current American Red Cross card for each driver. 

federally Qualified Health Centers 

Check appropriate block, and YOU must attach a copy of the Confirmation letter: 

0 Section 329 of Public Health Service Act grants 0 Section 330 of PublicHealthService Act grants 

0 Section 340 of Public Health Service Act grants 0 HealthandHumanServicesCertification 

I 
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-- -- ---- 
-- -- ---- 

-- -- ---- 

If yes, change.  

year? 

Current  

- of other medicare/medicaid facilities? (Example, sole proprietor, partnership, or2. E. Are any owners ofthe disclosing entity also owners 
Members of the Board 

I 
of Directors.) If yes, list names, addressesof individuals, and provider numbers.If under TitleXIX, list vendor 

number. 
yes 0 NO 

address Provide (Title XIX Vendor) NumberIName 

address providertitile XIX Vendor) NumberI 
~~ 

address Provider( l i t l a  XIX Vendor) Number 

Address Provider (litla XIX Vendor) Number 
< 

-3.A. Has there been a change in ownership or control within the lastIf yes, when? (rnd-) 
yes [7 NO I I 

or control within-3.B. Do you anticipate any change in ownership the year? If yes, when? (rndm) 
Iyes ON0 I 

- Is this entity operated by a management company,4. or leased in wholeor part by another organization?
If yes, give dateof change in o p e r a t i o n s  

D Y E S  U N O  I I 
~- ~~ 

-5. Has there been a change in Administrator, Directorof Nursing, or Medical Director within the last year? 
D Y E S  U N O  

Is this entity chain affiliated? (If yes, list name, address of Corporation, and EIN number.)1 -6. 
D Y E S  U N O  

name address , �IN 

Hospitals, only: 
- Have you increased your bed capacity by7. 	 10% or more or by 10 beds, whichever is greater, within thelast 2 years? 

give Beds Prior BedsD Y E S  U N O  of year 

Whoever knowingly and willfully makes or causesto be made a false statement or representationon this 
statement, may be prosecuted under applicable federalor state laws. In addition, knowingly and willfully
failing to fully and accuratelydisclose the information requested may resultin denial of a request to 
participate or wherethe entity already participates, a termination of i t s  agreement or contract with the 
State agency or the Secretary, a s  appropriate. 

-
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Attachment 4.16-1 

Section: 2.A. 
r 

Name Address SSNiElN 

Name address SSNIElN 

Name address SSNlElN 

name Addmu SSNlElN 

name Addre.. SSNIEIN 

name Address SSNlElN 

Name Address SSNlEIN 

name Address SSNlElN 

Name address SSNlElN 

I name address SSNlElN 
I 

Section: 2,C. 
Name Addmu SSNlElN 

Name Address SSNEIN 

name Addmar SSMlN 

Name Address SSNIEIN 

3 Address SSNlElN 



. 
..to complete, sign, date, and attach your FormW-9, 

I..to double checkthe application/agreement to make sure 
all applicable information has been included, 

..	to look for footnotes (*) on the application/agreement and 
attach the necessary material, 

..to provide us with ALL 
names, addresses, and legalnumbers as required, 

..to completeALL date fields, 

..	to signand date the application/agreement at the bottom of 
page 11. 

I 



in 

director, 

Attachment 4.16-1 
F a state use OnlyI 

OHIO MEDICAID PROVIDER AGREEMENT 
(Far-ell providers except longterm Cam Facilities)a -

This provider agreement is a contract between the ohio department of HuminServices (the Department) and the undersigned provider of medical 
assistance servicesin which the Provider agreesto comply with the terms of this provider agreement,state statutes, OhioAdministrative Code rules, and 
Federal statutes and rules, and agrees and certifies to: 

I. 

2. 


3. 


4. 

5. 

6. 

8. 

3. 

IO. 

1. 

Render medical assistance servicesas medically necessaryfor the patient and onlythe amount requiredby the patientwithout regard to face, c r e e d ,  
color, age, sex, nationalorigin,sourcesof payment, or handicap, submit claims onlyfor services actually performed,and bill the Departmentfor no 
more than the usual and customaryfee charged other patients for the same service; 

Ascertain and recoup any third-partyresources available to the recipient prior to billing the Department. The Department will thenpay any unpaid 
balance up to the lesserof the provider'sbilledcharge or the maximum allowable reimbursementas set forth in Chapter 5101:3 of theAdministrative 
Code. . 
Accept the allowable reimbursement for all covered services as payment-in-full and, except as required in paragraph 2 above, will not seek 
reimbursementfor that service from the patient, any member of the family, or any other person. 

Maintain all records necessary andin such form so as to fully disclose the extent of services provided and significant businesstransactions. The 
providerwill maintain such recordsfor a periodof six years from the dateof receipt ofpayment based upon those records or until any audit initiated 
within the six year period is completed. 

furinsh to the Department, the secretaryof the Department of Health and Human Services,or the Ohio Medicaidfraud control unit or their designees 
any information maintained under paragraph4 above for audit or review purposes. Audits mayuse statisticalsampling. Failure to supply requested 
records within thirty days shall result in withholding of Medicaid or Disability Assistance Medical payments andmay result in termination from the 
Medicaid and Disability Assistance Medical programs. 

Informthe Department withinthirty days of any changesin licensure, certification, or registration status: ownership;specialty; additions, deletions, or 
replacements in group membership and hospital-based physicians; and address; 

sclose ownership and control information, anddisclosethe identity of any person (as specified in42 CFR, Parts 455, Subpart B and 1002, Subpart 
, as amended, and as specifiedin rule 5101:3-1-173 of the Administrative Code) whohas been convictedofa criminal offenserelated to Medicare, 

Medicaid, DisabilityAssistance Medical or Title XX services. 

Neither the individual practitioner, nor the company, nor any owner, officer, employee of the company, or any independent contractor retained 
by the company or any of the aforementioned persons, DisabilityAssistance Medicalor Titlecurrently is subject to sanction under Medicare, Medicaid, 
XX or otherwise is prohibited from providing services to Medicare, Medicaid, DisabilityAssistance Medical or Title beneficiaries. 

To follow the regulations and policies set forth in the appropriate edition of the Medicaid Handbook. 

Provide to ODHS, through thecourt ofjurisdiction, notice of any action brought by the provider in accordance with the Title 11 of the United States 
Code (Bankruptcy). Noticeshall be mailedto: 'Office of Legal Services, Ohio Department of Human servies 30East BroadStreet - 31st Floor, 
Columbus, Ohio 43215". 

Comply with the advance directives requirementsfor hospitals, nursingfacilities, providersof home healthcare and personal care services, hospices, 
and HMOs specified in 42 CFR 489, Subpart I and 42 CFR417.436(d), I 

c 


provider agreementmay be canceled by either party uponJodayswritten maw prior b termination dab except in the casedhealth maintenance organizations (HMOs) who must notify the Department in writing 

!a& 90 daysprior lo the dab ofcerification 

further cert i fy that I am the individual practi t ioner who is applying for the provider number, or in the case of a business 
organization I am theofficer, chief executive officer, or general partnerofthe business organization thatis applying for the provider 
Imber. I further agreeto be boundby this agreement, and cert i fy thatthe information I have given o n  this application is factual. 
tr individual practioners 
iividual Practitioner Name and Title @leaseprint : 

Date:'ividual Practitioner Signature: f I -(mmlddlrm) 


forgroups or organizations 

horized Representative Name andTitle (pleaseprint) : 


For State UseOnly 

7afure of Authorized Agent: Date:- -/- -1- -- . ~  ~rnm/d&-vwl 



. 
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the 

and 

George V.Voinovich 
Governor 

Attachment 4.16-1 
Arnold R. Tompkins 

Director 

Ohio Department of Human Services 
PROVIDER RELATIONS SECTION 

P.O. Box 1461, Columbus, Ohio 43266-0161 
950-5627 then dial (8-3288) . 

Dear Provider of MedicalServices: 

This formis an application/agreementfor enrollment in the Ohio Medicaid program as a medical 
group. A group provider, for Medicaid of twoenrollment, must be an organization composed solely 
or more individualsof the same profession whoare members ofa professional association organized 
under Chapter 1785, of the Revised Code, each of whom is licensed or approved by a standard
setting or reguIatoryagency to render the samekind of professional service and approved 
participation in the Medicaid program by Ohio Department of Human Services as an individual 
provider. Multiple locationgroup providers must complete a separateForm 6752for each location. 
A group must have a provider agreement signedby an authorized agent of thatgroup to bean active 
Ohio Medicaid provider. Medicaid reimbursement is contingent upon a validprovider agreement 
being in effect whilethe services were provided. 

Each sectionof the application contains specific instructions for completion and mayrequire you to 
attach specific information. Read each section carefullyas instructions and requirements may vary 
for different typesof groups. If there are blocks on the application that are not applicable to your 
group, then leave thoseparticular areas blank. However, incomplete applications or completed 
applications without required attachments will be returned to you for correction. Upon 
completion of the application,an authorized agent of thegroup is to read, sign, date the provider 
agreement portionof this form. Should this area be left unsigned or undatedyour application for 
enrollment will be considered incomplete and will be returned to you for completion. Properly 
completed applications willbe processed and youwill be notified by mailof your Medicaid provider 
status. 

The department may deny aprovider application/agreementfor reasons including, but not limited 
to: 

*Any license, permit, or certificate that is required by the department has been denied, 
suspended, revokedor not renewed. 

*The provider is terminated, suspended or excluded by the Medicare program and/or by 
the federal Department of health and Human Services and thataction is binding on the 
provider’s participationin the Medicaid programor renders federalfinancial 
participation unavailablefor the provider’s participationin the Medicaid program. 

*The organization’s owner, officer, authorized agent, associate, manager, or employee 
has pled guilty to,or been convicted of a crimina1 activity materiallyrelated to either the 
Medicare or Medicaid program. 

*A judgement has been entered in either a criminal or civil action against a Medicaid 
provider or it’s owner, officer, authorized agent, associate, manager,or employee in an 
action brought pursuant to Section 109.85 of the Revised Code. 


